
X:\Human Resources\HR\RISK MANAGEMENT\1 - LIABILITY\1. Templates 

 Auto Accident Checklist 
 WHEN AN ACCIDENT OCCURS: If injured, seek medical attention immediately.

Employees and volunteers are expected to use the County’s designated physician(s) or
hospital(s) whenever possible. See checklist on Industrial Injuries for detailed
instructions.

 FORMS: When an auto accident or liability incident occurs, employees are instructed to
report to their supervisor and complete the NOTICE OF LOSS/ACCIDENT FORM. This
form should be forwarded to the Risk Management Division within 2 business days
from the date of the incident. A copy of all party’s insurance cards should be included
with the packet with submitted to Risk Management.

 PHOTOGRAPHS: Photographs of vehicle damages shall be forwarded to the Risk
Management Division, to be included with the report.

 CONTACT THE POLICE: A Police Report should be filed for all moving violations and
incidents involving an additional party.

 DRUG AND ALCOHOL TESTING: Post-Accident Testing must be performed in
accordance with Douglas County Policy 100.14, Section F. All drivers must contact
their supervisor for instructions before leaving the scene of the accident.

 VEHICLE REPAIRS: Damaged vehicles must be inspected by Fleet within 3 business
days of the incident, regardless of the level of damage. Following the initial inspection,
Fleet will schedule a time for estimates and repairs to be completed. Departments are
expected to work with Fleet to have repairs completed in a timely manner. All Douglas
County vehicles shall be maintained in good working condition.

AUTO INSURANCE: TRAVELERS INDEMNITY CO. 
201 CONCOURSE BLVD. SUITE 260 
GLEN ALLEN, VA 23059-5643 
POLICY# 8102S964138 

DESIGNATED PHYSICIANS: 

VALLEY: CARSON VALLEY HEALTH 
897 IRONWOOD DR. 
MINDEN, NV 89423 
(775) 782-1615

LAKE: BARTON MEMORIAL HOSPITAL 
2170 SOUTH AVE. 
SOUTH LAKE TAHOE, CA 
(530) 542-3000

QUESTIONS: Please contact Human Resources/Risk Management at (775) 782-9860 









           Accident Witness Statement Accident Witness 
Statement Form 

09/2022

     Time of Incident: 

    State:    Zip:   Phone: 

 

Date of Incident:  

Injured Person’s Name:   

Name of Witness:   

Home Address: 

City:       

Mailing Address:       

Location of Accident (address): 

Area (loading dock, bathroom): 

Describe fully how the accident occurred (including events that occurred immediately before the 
incident): 

Describe bodily injury sustained (be specific about body parts(s) affected): 

List any additional witnesses present at the time of the accident: 

 

Signature of Witness: Date: 
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